Introduction
Waldenstrom's primary macroglobulinaemia (Waldenstrom, 1944 ) is characterized by serum IgM paraproteinaemia and pleomorphic infiltration consisting of lymphocytes, abnormal plasma cells and intermediate cell forms in the bone marrow and other tissues (McCallister et al., 1967; MacKenzie and Fudenberg, 1972) . This pathological picture has been termed 'plasmacytoid lymphocytic lymphoma' by Lukes and Collins (1975) in their classification system for non-Hodgkin's malignant lymphomas. However, an identical tumour cell morphology has been observed in some patients in whom the IgM serum paraprotein is absent (Child et al., 1977; Tursz et al., 1977; Levine et al., 1980 Taylor (1976) . All antisera and PAP complexes used were obtained from Dakopatts A/s. 3,3'-diaminobenzidine-tetra HCI (DAB) was purchased from BDH.
Membrane markers Suspensions of mononuclear cells were obtained from peripheral blood by Ficoll-Hypaque density gradient centrifugation. The E-rosette test was used for identifying the T cells; surface immunoglobulins were identified by direct immunofluorescence staining using F(ab')2 goat polyvalent and specific anti-immunoglobulin antisera obtained from commercial sources (Aiuti et al., 1974 (Fig. 3) . Anti-y, oc, a, 8, F, and k antisera gave negative results. 
Membrane markers
When immunoglobulin class-specific fluorescent antisera were used, 85 % of the peripheral mononuclear cells were stained by anti X-antibodies, while only 5% stained for k chain. Ten per cent. of the peripheral blood lymphocytes were T cells as defined by spontaneous rosette formation with sheep erythrocytes (E-rosettes).
Discussion
The (1979) , the manifestations at presentation and the cytohistological picture were of Waldenstr6m's disease, and the immunofluorescent studies confirmed that the only chain present in the plasmacytoid lymphocytic cells was the X-light chain. In the other reported by Sun et al. (1979) , the tumour morphology and immunohistochemical pattern were similar; however, the clinical picture at presentation was that of multiple myeloma (osteolytic lesions and hypercalcaemia). Levine et al. (1980) reported one patient (case No 7) in their recent series in whom the clinical picture at diagnosis was characterized by high levels of plasmacytoidlymphocytic cells in the peripheral blood associated with osteolytic lesions without either splenomegaly or lymphadenopathy. The only protein anomaly encountered was the presence of type k BenceJones proteinuria. However, as no intracellular immunoglobulin study was carried out, it is not known whether the lymphoid cells were synthesizing and if there were non-secretory heavy chain determinants or not.
The pathological picture of 'plasmacytoid lymphocytic lymphoma' has been found also in patients with IgG (Resegotti, Palestro and Coda, 1977; Tursz et al., 1977; Levine et al., 1980) , with IgA (Hijmans, 1975; Tursz et al., 1977; Levine et al., 1980) , with IgE (Shirakura et al., 1978) with monoclonal gammopathy, or without M component (Levine et al., 1980 
